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but are loosely arranged in alveoli. These growths were formerly
confused with lymphosarcomata, but the work of Barnard and others
has established their epithelial origin, the prototype being the cells
of the deepest layer of the bronchial epithelium" This type forms
about 50 per cent, of primary lung neoplasms. Transition to columnar
cells, however, occur hi some cases (Pig. 283). A less common form
of neoplasm is the frankly cubical or columnar-celled adenocarcinoma,
sometimes papillomatous in architecture, sometimes of a more scirrhous
character, and these form a higher proportion of the intrapulmonary
growths. It is not possible, however, to distinguish an oat-celled
carcinoma from an adenocarcinoma merely by its site and naked-eye
appearances. Spheroidal-cell carcinoma is of about the same frequency
as adeno-carcinoma, but many show in places a partial differentiation
to a more squamous cell character. Well-differentiated squamous
carcinoma of the bronchi with typical cell nests is somewhat rarer.
Although it is commonly said to arise from metaplastic epithelium in
the lining of bronchiectatic cavities, we have seen several examples in
which bronchiectasis was absent (Fig. 285). Squamous epithelial
tumours of the bronchi which show much keratioisation exhibit in
both primary and secondary growths the dense creamy-opaque appear- .
ance so typical of this neoplasm, and can sometimes be diagnosed
from this naked-eye character. Blood-borne metastases do not occur
so early in this form of pulmonary cancer and secondary spread to
the hilar lymph nodes is also later. This behaviour renders squamous
cancer the most favourable type of growth for radical excision by
lobectomy.
Primary sarcoma and endothelioma are occasionally met with in
the lungs, but are rare. Any. form of malignant growth in the lungs
may give rise to haemoptysis, and this is sometimes an early symptom.
Secondary tumours in the lung are fairly frequent among sarco-
mata of all kinds. The metastases occur chiefly by the blood stream,
and the tumours in the lung are usually multiple in the form of
discrete rounded masses. The spread of carcinoma also to the lungs
may take place by the blood stream, but we believe that the lungs
more frequently become involved by way of the lymphatics. For
example, in cases of mammary carcinoma, the cells may spread to
the pleural lymphatics and thence to the lungs, whilst in cases of
abdominal carcinoma there may be a spread to the bronchial glands,
and from them extension into the lungs may follow. When the
lymphatics of the lungs become involved, the growth may be of very
diffuse character and produce only very minute nodules. The pleural
lymphatics may, for example, appear as whitish threads outlining the
lobiiles, and we have seen cases where the lungs contained very
numerous nodules, no larger than tubercles and in some instances
scarcely palpable. On the other hand large rounded masses may form
the so-called e cannon-ball3 secondaries. Lymphowrcoma, involving
the bronchial lymph, nodes, either primarily or secondarily, has a
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